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201 W. Preston Street * Baltimore, Maryland 21201
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MARYLAND MEDICAL ASSISTANCE PROGRAM
Nursing Home Transmittal No. 168

December 29, 2000
Nursing Home Administrators

FROM: Joseph M. Millstone, Executive Director)’” n /]
Office of Health Services

NOTE: ABILLING PROCEDURE CHANGE IS INCLUDED IN THIS TRANSMITTAL

Enrollment of Medicaid Nursing Home Providers as Therapy Providers in Order to
Bill for Medicare Deductibles and the 20 Percent Coinsurance

Due to consolidated billing, nursing home providers must bill Medicare directly for all
physical, occupational and speech therapy services rendered to Medicare recipients, including
those who are also Medicaid eligible. Also, as of October 1, 1999, these costs incurred for
Medicaid recipients have not been allowable on providers’ cost reports. To date, there has not
been a mechanism available for providers to be reimbursed by Medicaid for Medicare
deductibles and coinsurance for dually eligible recipients.

Effective immediately, Medicaid nursing home providers may enroll with the Medicaid
Program as therapy providers solely for the purpose of billing for Medicare deductibles and
coinsurance. Nursing home providers should enroll as Provider Type 28 — Therapy Group
Provider and list individual specialties for Physical Therapy, Occupational Therapy and Speech
Therapy with an enroliment status of 37 = Mcare Xover Only. The enrollment application is
enclosed.

Providers should bill on either the HCFA-1500 form or the UB-92 claim form (however
you bill to the Medicare intermediary) with an attached Medicare EOMB. The 9-month billing
time limitation will be waived back to October 1, 1999. Providers should submit all claims
beyond the 9-month period as a group, with an attached identifying memorandum, to the
attention of Charlotte Krueger, Claims Processing Division, Room SS-18. The deadline for

bmitting i g ¢l June 30, 2001

Toll Free 1-877-4MD-DHMH « TTY for Disabled - Maryland Relay Service 1-800-735-2258
Web Site: www.dhmh.state.md.us
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Any questions regarding this transmittal should be directed to the Nursing Home Section

of the Division of Long Term Care Services at (410) 767-1444, or to the Division of Children’s
Services, which will process the provider applications, at (410) 767-1485.

JMM/seh
Enclosure

cc: Nursing Home Liaison Committee
Charlotte Krueger

Rose Ann Meinecke

)
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STATE OF MARYLAND

DEPARTMENT OF HEALTH AND MENTAL HYGIENE

MEDICAL CARE PROGRAM
PROVIDER APPLICATION FORM

INSTRUCTIONS

Please fill in the requested information as completely as possible. Most blocks appearing on the appli:ati.on are self
explanatory, however, we have provided the following form definitions to help clarify what information is requested:

NOTE: PLEASE ATTACH A COPY OF ALL DOCUMENTS, WHOSE NUMBERS ARE REFERENCED.

New Enroliment/Change in Previous
Applicaion/Requested Enroliment Date

Check the appropriate block. If the request is to change exisung data. then you must enter
mMMWNMhubeWlﬁnnﬂw. The enroliment begin
&huww&uiwmubuum”nwmhm
office. ﬂmmmmmmlaqmbm;ap-bimywrbmedm
mwmnmwmm«.mm.mmummnum
Date. BECAUSE OF THE NINE (9) MONTH BILLING LIMITATION for claims
submitted to the Program, the Provider Enroliment Section will only back-dste your
application three (3) months prior 10 its receipt date. In order 10 prevent the rejection of
claims by the Program duc 0 enroliment reasons, enroliment should take place gnor
rendering care o Maryland Medical Assisance recipients.

Name of Business/Provider Name/Other
Contact Program

If you have a business, such as a pharmacy or medical supply, usc this block to enter
your company’s name. All physicians and other individual practitioners should enter
should enter the corporaic group name. ADDITIONALLY, PLEASE IDENTIFY ANY
OTHER OFFICE PERSON WHICH MAY SERVE AS YOUR POINT OF CONTACT
FOR QUESTIONS AND INQUIRIES.

Practice Business Address

Enter the address of your practice Jocation where you render seTvices 10 recmpients.

City/Sue/Zip Code

Enter the City, State and Zip Code of your practice location where you render services
10 recIpients.

Enter *Y" for Yes if you wish 1o participate in the Referral Services Program.

Enter the ielephone number of your practice location where you render services ©
recipients.

Enter appropniate two digit code for the county of your business or professional address.
A listing of the county codes is provided for your reference at the end of these
mstructions.

All Maryland and contiguous sisic providers, who serve Maryland Medicaid recipients.
enter “C*. All District of Columbia providers, who serve Maryland Medicaid
recipients, enter “D”. All pon-contiguou: state providers. who serve Maryland
Medicaid recipients, enter “N°.

Provader Type

Enter the two dagit code for the appropnisie provider type from the hsung provided at the
end of the these mstructions.

Federal Tax Number/Social Security
Number

Enter the Federal Employer ID Number and/or the Socul Secunty Number of the
individual. group or business 10 whom the Medicaid rexmbursements will be made.

11

License Number/License Date/License
Expiration Date

Enter your Medical license number, beginning efiective datc and expirauon date.

Pharmacy Permit Number

Enter your Pharmacy permit number, if applicable.

CLIA Number/Lab Permut Number

Independent Laboratories MUST enter the Clinical Laboratory improvement
Amendments Identification Number. Practiuoners providing laboratory services on
specumens onginaung in the State of Maryland MUST enter a Laboratory Permit
Number. The CLIA certification and/or Lab Permit MUST be submitied with the

spphicauon. if spplicabie.

DHMH XXXX-A




PROVIDER APPLICATION INSTRUCTIONS
PAGE 2

Enter your Nationa! Provider Identifier Number.

14 | NPI

15 | DEA Number Enter your Drug Enforcement Agency number. If you do not have 3 DEA number, this
block should be left blank.

16 | Type of Practice Enter the appropriate two digit code for your rype of practice. If this does not apply.

™ leave the block blank. For your reference, nhmefkm“nw.l
the end of these instructions.

17 | Ownership Code Enter the appropriate one digit code 10 indicate the nature of ownership of your practice
or business. A listing of the applicable codes is provided at the end of these instructions
for your reference. Complete and sign the enclosed form DHMH 4126-G.

18 | HMO Type Category If you are applying as an HMO, enter FR 10 indicate the type of contract as Full Risk
with Abortion or SL 10 indicsie the type of contract as Stop Loss without Abortion.
Otherwise, leave this blank.

19 -| Primary Speciality Indicator Enter a “P* © designate the primary speciality. If speculity codes arc entered, then you

. mus! designale one speciality as the primary speciality.

20 | Speciality Code Physicians, Dentists and Pharmacies MUST enter the appropriaie three digits code from
the Speciality Code listing provided at the end of these instrucuons. Enter OTH if you
have another speciality not listed. PLEASE SPECIFY.

21 Certification Date Enter the date you were certified for your speciality in MMDDYY format.

2 Certification Number Enter the number, up o six digits, that was provided 1o you when you were centified for
the associated speciality.

bx) Catcgory of Service Code FOR DHMH USE ONLY. PLEASE DO NOT FILL IN.

24 Group Membership Name, Provider If you are s MEMBER OF A GROUP PRACTICE, please enter the name, Maryland

Number, Begin Dates Medicaid provider number snd membership effective date for the group. If you arca
GROUP PRACTICE. please list the names of each professional practicing in your group

25 Local Health Dept. Clinic Indicator Enter “Y™ for Yes if your group operates a Local Health Depantment Clinic.

26 Freesuanding Clinic Indicator Enter *Y™ for Yes if your group opersies s Freestanding Clinic.

27 | Health Care Institution AfTiliation If your group is affiliated with a Health Care Institution, enter the name and address of
the Health Care Institution.

28 | Salaned Indicator Enter “Y™ for Yes if your group is salaried by the institution.

29 Medical School Affiliation If your group is aflilisted with a Medical School, enter the name and address of the
Medical School.

30 Rendering Only Indicator Enter “Y™ for Yes if you want to enroll as a “Rendering Only” practitioner. If you
enroll as “Rendering Only,” payments will be made in the name of your group for the
services you rendered.

31 | Pay to Address Enter the address which you wish your Medicaid checks mailed. If you leave these
blocks blank, your checks will be mailed w0 the practice name and address entered on
the first page of the application.

32 Correspondence Address Enter the address which you wish all your Medicaid related correspondence mailed. If
you leave these blocks blank, correspondence will be mailed (o the practice name and
address entered on the first page of the applicstion.

33 Your Fiscal Year End Please enter the date on which your fiscal year ends (MMDD).

34 # of Beds Enter the number of beds applicabie for each Bed service type.

DHMH XXXX-A




PROVIDER APPLICATION INSTRUCTIONS
PAGE }

35 Laboratory Classifications FOR DHMH USE ONLY. PLEASE DO NOT FILL IN.

36 | Medicare Information If you are participating in Medicare, please list the fiscal intermediaries with whom you
are enrolied (i.c. Blue Cross of Maryland, Traveler's Group Hospital Insurance TGHI,
elc.) and enter the provider number each has assigned to you.

37 Electronic Claims Submission Please indicate if you would like to submit your claims electronically.

k1 Other Practice Location Information Please enter other locations where you service Maryland Medical Assistance recipients.
Include all group address you are currently practicing under, IF APPLICABLE. Enter
the License Number and Expiration date for each of these locations. If out of state,
attach a copy of a current license.

39 Authorization Please sign and date the application.

40 | Provider Agreement Please read and sign the Provider Agreement for Participation in the Title XIX Program

(Rendering only Practitioners arc excluded)

DHMH XXXX-A




PROVIDER APPLICATION INSTRUCTIONS

PAGE 4

01 Allegany 07 Cecil 13 Howard 19 Somerset 40 Washmngion. DC
02 Anne Arundel 08 Charles 14 Kent 20 Talbot 99 Other State
03 Balimore County 09 Dorchester 15 Monigomen 21 Wazhington
04 Calvent 10 Fredenick 16 Prince George's 22 Wicomxo
05 Caroline 11 Garren 17 Queen Aancs 23 Worchester
06 Carroll 12 Harford 18 St. Marys 30 Baltimore City
PROVIDER TYPE CODES
30 | ADAA Cerufmd Addrcuons Owpatrent Prog
Ti Ambulsnce Service«
39 | Ambuistory Surgscs! Center Tesn =~ 1 Ts
75 Asssting Living Services Provider [ ] Hospual, Sposn! Pedestrec £3)
]
19 Awdwlogy Services Provider ]
®0 | Behuvior Comsulatron Provider |
81 | Cese Mansgement S3 _ Senwr Center Phus
2 56 losermedmis Care Facility for the Mentally L Socm| Worker
_Rewmrded (ICF-MR} _
1
30 Clanic. Abortion
31 Clinic, Chikiren and Youth Tape lnsermedinry
32| Clinic. Drug Abuse (Methadone) . _|_Therapy Growp Provider (PT_OT Speech!
33 | Cimic, Family Planamg 91 Local Educeues Apencun/Lacel Laed
Agencies —_
3 | Clmic. Federally Qualified Heakh Center 4) | Madxcal Duy Core. Aduk | Vimion Care |
35 | Clinic. Locsl Health Deparument 4)_ | Medicel Dev Care Chibdren ! b
36 Clamic, Maryland Qualsfini Henith Comtons b3 )
57 Ce ot —t =
1291 Meni Hygrene A on Service
Monta! Health Chinic
90 | DDA Services Proveses . Certified Pro{cassons! Coumselor }
i4_| Dol 1 21| Nerse Ancatherans (indrv o Group). o
4 Dusberss Education 2 Nurse Midwife (Indn. o Growp)
60 Disgnestic Services. Orher 2 Nurse Pracutsoner (ladrv. or Growp)
61 Dialysu Fecilitres
85 Dietscian/Nutritionists 25 Nunimg Agency (Private Duty) a 1
62| DME/DMS $7_| Nursmg Fecilty 1 School Based Heskh Cester ]
51 EPSDT Therspeutsc Intervention
52 EPSDT Therapeuuc Numery
Services 0 Medically Compiez Pavenus w
Nursine Fecilites
44 Personal Care Aide
45 Personal Care Axde Agency _
40 | Home and Commundy Based Services. Osher
41 | Home Heakth Arency Halfwsy Housc (Subs Abuse)
71| Hospsce Provider [ MCo’ -
01 General Hospual s Prarmacy cham, || = mores
i Prarmacy . hozpial bused 50 HMO
4 Pharmscy, nurang home baved » Other
n Prarmacy . Wt suppared
10 indrvaiual Pracucs
10 Nursong Home 11 Indresdusl pracuce. L'P bowpual onby
12 Individual pracuce. Emery  roam osiv
3% Indrvadyal prectce. VP ar 2lanas onlbs
n Pharmacy. single store 15 Group Precuce
bfl Pharmacy chawn, 2. 10 stor.

DHMH XXXX-A



PROVIDER APPLICATION INSTRUCTIONS

PAGE &

OWNERSHIP CODES

Countv-ownad facility

Privatelv owned. non-profit

Public corporstion

®

1

2 State-owned facily

3 City-owned (acilsty 8 Other

4 Church-owned facility

5 Privatelv owned, for profit

SPECIALITY CODES
[ PHYSICIAN SPECIALITY CODES HRE DENTAL SPECIALITY CODES |
2] AlwTgy 024 Pediatric Pulmonology 113 Dental - Other
(b Ansiome & Clovesl Pabologr 002 Pedistric Surgery 123 Endodoatscs
L) Ammsnersc Pashobery 016 Pedmtnes 131 General Dentistry
(o] Aparmtina wbigy 043 Physcal Medicme & Rehabilnavon 181 Orel Surgeny
Ll Canderrmcular e 011 Plastic Surgery 182 Orthodontics
053 Child & Adolescens Prochmery 052 | Puychsstry 187 Ped odonatcs
"1 [ T —— 049 Public Health & Genera! Preventive 128 Penodoals
Medicine
] Cplon & Racwil Surpin 03¢ Puimonary Dwease
a2 Crical Curs Mrdacme 056 Radmtion Ouncology PHARMACY SPECIALITY CODES
06 Ceormmaclngon) Lrmanoioy s/ D gmosts: 054 Radiology 147 Home IV Therspy
& Laborssrry lrremanakogy
o5 Derrrommcorgy 010 Reproducuve Eadocrmology 151 Hospital Ox Py Y
059 Dby | 040 Riveurnsioiogy 156 Lasttstsona! Pharmecy
ar? Dhagmeme Lab |memaneiop 001 | Surgery 163 Mubki-Speciality Pharmacy
055 Dragmostsc Rad miogy 005 Thorsex Surgery 184 Other Pharmacy
b Emerymcy Madicome 006 | Urology 202 Rewil Chain Pharmacy
a1 Embon ramciogy & biriabodees 204 Retil Smgle Pharmacy
[ ] Femity Prectce
03 Casroemtsralogt
a2 Cemaral Practsce
0y Cromernl Y ascube r Surger: .
L Crymecalege Oncalogy (
a3s Hermaszigy
oys Infecums Dimcaar
oM lonrraal blodicwe
o0s Matrrmal & Feosl Medicese
017 Mt cn] Umcoiopy
023 Hoonsal - Perwsdal Mo cme
[ar Neparslogy
ol HNeursiog sl Surpery
0%0 Meurnlogy
051 Newrodogy with Special Jualiflicsisos
n Child Nearslory

Dt Nuchear Madicine
057 Nuchesr Hadsodops
a7 Cerirircs & Gvmecobagy
[TE} Dovhithalmesbopy
a1l Omihepadic Sarpers
1§ Crtropath
gl Crolarrngakogy
18 Pathalep
QLE Pedmir: Cardeiogs
o9 Pedminc Crucsi Caere Meodcme
i) Pedmine Endocremalogy
LA Polmire Gasurocaterolopy
L] Pedistnic Hermainbogy - Oncology
031 | Padwine Nephraiogs

DHMH XXXX-A



« STATE OF MARYLAND
DEPARTMENT OF HEALTH AND MENTAL HYGIENE
MEDICAL CARE PROGRAM
PROVIDER APPLICATION FORM

[ IMPORTANT: Picase read the attached Provider Instructions (DHMH XXXX-A) before proceeding. ]
' New Enrollment O Rqsemd&mlhaem&gmbmel l l LJ l ,
FOR DHMH USE ONLY
Counge i revons Apptcason 1= proviernvamser L1 L L1 L1111 e
Eligibility Date
 3NAME OF BUSINESS
| EERREN HNRRERRRRRNENN
OR

PROVIDER NAME

U HNEREN HNNENEEREEENEE

OTHER CONTACT PERSON (If available)

AN RN NN NN EEEE NN

? PRACTICE/BUSINESS ADDRESS

SEEEEEENEEEEENE NN NEREREENENE NN

Ty ZIP CODE

ST .
LI PPttt i lllllJII_llJ
EWill you sccep REFERRALS ot this Jocaton” . (Y/N) ]

‘TELEPRONE NUMBER 'COUNTY ‘OUT-STATE ‘PROVIDER TYPE

| LU L L]

*Please refer 10 the INSTRUCTIONS for the appropriate codes.
" FEDERAL TAX NUMBER

i U
I The above Federsi Tax Number ‘if indicated) belongs 0" !

VERIFICATION INFORMATION
"LICENSE NO. LICENSE DATE LICENSE EXPTRATION DATE “PHARMAJ CY-PERMIT
“CLIA NUMBER " LAB PERMIT I ' “NPI l ' l | ' I " lDEA NUMBER
L |

NOTE: Please attach copres of all docurnents, whose mumbers are bsted. All Maryland Nurse and all Qut-of-State providers must submit
a copy of thew current License venficaton along with this application. All Maryland practiuoners are required to have a laboratory permit
No. (Health General Article §17-202 and 17-205. Anootated Code of Maryland ) and CLIA identification number (Clinical Laboratory
Lmprovement Amendments of 1988 Public Law 100-578) to perform laboratory services. Out-of-State providers are required to provide
only CLIA Idennfication Numbers. Copies of the document must be submutted with the applicauon. Maryland also requires all providers
that provide laboratory services for other than their own patients. to enroll as medical laboratory providers.

DHMH X3XXX-B
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PROVIDER APPLICATION INSTRUCTIONS

PAGE 2
PRACTICE INFORMATION
“TYPE OF PRACTICE YOWNERSHIP CODE YHMO TYPE CATEGORY
*Please refer to the INSTRUCTIONS for the appropriate codes.
SPECIALITY INFORMATION
" PRIM * SPECIALITY * CERTIFICATION S CERTIFICATION PRIM SPECIALITY CERTIFICATION CERTIFICAITON
IND CODE DATE NUMBER IND CODE DATE NUMBER
*Please refer to the INSTRUCTIONS for the approoriate codes.
&
L FOR DHMH USE ONLY ¥FOR DHMH USE ONLY FOR DHMH USE ONLY ]
CATEGORIES OF SERVICE
U CAT OF CAT OF CAT OF CAT OF CAT OF CAT OF CAT OF
SvC svC SVC SvC svC svC svC
CODE CODE CODE CODE CODE CODE CODE
1 JrJ 1 J 9 ) L1 J oL
N I R N N e N N D S N T S N O O O O
I N O T O T A A O e O I R Y e T
N N R (N TR N RO R I N D N I A O e O




e awm: 1~ ATION INSTRUCTIONS

PAGE }
T T PROVIDER NUMBER BEGLN UAIE

- B O O T A N N S N B B
| T T O T I T T I
I I O I O B 5 T
L IEEEERENEEE I I I I
l b rtt I I T I I
l [ O I O O T I I I I
3is your Group operating a Local Health Department Clinic? (Y/N)
|5 your group operating a Freestanding Clinic? (YN)
TIf your group is affiliated with s Health Care Institution, please give its name and address:
#s your group salaried by the institution? _(Y/N)
”lfymrgroupisafﬁlhudwithnmadicdschool.plwegiveitsnnmemdnddms:
®Do you want to enroll as a “Rendering Only™ practitioner? ___ (Y/N)
[ NOTE: Ail practitioners in a group must be enrolled as Medical Care Program providers. J

ALTERNATIVE ADDRESS INFORMATION

ERRREEER
l EERNEREE

CTLLCLLL Ly L T

P T L
T

LU LI

ST ZIP-CODE

P LUty L LLLL L)L

MY 1A WVAIVIV A A1 VA Wam ass e e~

BpAY TO ADDRESS

“YOUR FISCAL YEAR END DATE: | l l
BED DATA

SERVICE TYPE My OF BEDS SERVICE TYPE # OF BEDS
Intermediate Care (ICF) Other (OTH) [
Acute Inpatient (INP) Chronic Hospital (CHB) | |
Skilled Nursing (SNF) Mental Retariation (M2} o1




PROVIDER APPLICATION INSTRUCTIONS

FOR DHMH USE ONLY FOR DHMH USE ONLY FOR DEMH USE ONLY P'_‘GEJ‘
LABORATORY CLASSIFICATIONS
“BEGIN DATE PEND DATE “CODE BEGIN DATE END DATEI CODE Vj
* MEDICARE INFORMATION
MEDICARE NUMBER
I NN NN RN
L. oLttt
L oLl er i eriirrrretd
l ottt

NOTE: Dialysis facility providers must mh'lcop_vo“helena'(s) from your intermediary showing all current composite rates.
¥ ELECTRONIC CLAIMS SUBMISSION

If vou would like information conceming electronic claims submissions. please contact the Svstem tor at 410-767-5863.
** OTHER PRACTICE LOCATION INFORMATION

Please eater other locations where you service Maryland Medical Assistance recipients. include all group addresses you are currently
practicing under, IF APPLICABLE.

ADDRESS O

NN EENNEEEEEE RN

NN NN RN RN

CITY ST ZIP CODE
LLIT P bertetrtgy Lt ry-ed 1ty

PHONE: | | | |- { § J-0 1 I | J Willyouaccep REFERRALS at this location? |_] (Y/N)

LICENSENUMBER || | [ { | | | | JucenseexeiraTionpATE | | | | | | |

ADDRESS
L]

L1111
HENEENNE

1111t iii1il
|

Lii1ttilg
SN
slr zn'c?nz

CITY
LIttty e HEEEERENNE

PHONE: | | | |- L1 J-L1 | [ ] wibyou accept REFERRALS at this location? L] ey

LICENSENUMBER | | | | [ | | | | JucenseexemamionpaTe | | | | | | |

DHMH XXXX-B



PRAVINER APPLICATION INSTRUCTION

GO L
TN T INTITY

. - ZIP CODE
SHENENSERENERENRANE A LU C T L]

PHONE: IJ l l-l l I I-I l l lJWillywlccep(REFERRALSudnsloulion? U(Y/N)

wicenseNumBer | | 11 111 || |ucenseexpmramonpate || | 1 | | |}

S L Lttty
T NI NIIIN
Tttt oo Ll EL L L

PHONE: l l l I-l l 1 ]-I l l I |Wﬂlymuccp(REFERRALSndnslocnion? I_I(YIN)

LicensENUMBER |} 0 1 Ll | | ] JucenseexpiramionpaTe | | L L L | |

ADDRESS
AN EEEE
Lyttt eer et i i iirtittigg

AL g CODIE

CITY ST
ENNEENE NN Ll L]

PEONE: | | | J-L 1 1 -0 1 1 | wittyouaccep REFERRALS at this locatioa? |_| (¥/N)

|11

LicENSENUMBER || L L1 111 ] Jucenseexpiramonoae | | L L L L |

"AUTHORIZATION

1. the practitioner, administrator or suthorized professional representative of thus group. hereby affirm that this information given by me
is true and complete 10 the best of my knowledge and belief. | understand that if | or my group is salaried by s hospital or other
wnstitution for patent care. that | or my group will not bill the Maryland Medical Care Program for those services for which | or my
group is salaned.

AUTHORIZED PRACTITIONER'S. ADMINISTRATOR'S OR AUTHORIZED PROFESSIONAL RESPONSIBLE FOR QUALITY CARE.
(Please Print or Type)

DATE SIGNATURE OF PRACTITIONER, ADMINISTRATOR OR AUTHORIZED
PROFESSIONAL RESPONSIBLE FOR QUALITY OF PATIENT CARE

SIGNATURE OF OWNER (in the care of s Pharmacy)

Please retum vour comnpleted application to Programs Systems and Operations Admunistration
Provider Master Files
P.O. Box 17030
Baltmore. MD 21203



PROVIDER AGREEMENT
FOR PARTICIPATION IN THE TITLE XIX PROGRAM

This agreement is entered into between the Maryland State Department of Health and Mental

Hygiene (“the Department”) and

_ the Provider's duly authorized

(“the Provider) by
representative (in the case of a group, institutional, or corporate provider), to provide covered
services to Medicaid-eligible individuals in accordance with applicable federal and State law. It
is understood that as used in the body of this agreement. the pronoun “He" is intended to include
all pronouns and genders and is not to be construed as limiting in any way.

1 THE PROVIDER AGREES:

A To comply with all of the applicable requirements of the Maryland Medical
Assistance Program (“Program”) as well as any other applicable regulations,
transmittals and guidelines issued by the Department. The provider acknowledges
his responsibility to become familiar with those requirements. The provider is
advised that the applicable regulations may differ significantly from those of other

third-party payer programs.

B. To maintain adequate records which fully describe the nature and extent of all
goods and services provided and rendered. including but not limited to, charts,
laboratory test results, medication records, and appointment books for a minimum
of six (6) years and to provide them upon request to the Department and/or its
designee. This requirement shall not be construed nor is it intended to limit or
proscribe the nature and extent of records required to be maintained by the
provider by any other laws, regulations, or agreements with third parties.

1 Qriginal records must be made available upon request during onsite visits
by Department personnel.

2 Copies of records are to be forwarded upon written request of the
Department.



To protect the confidentiality of all recipient information, including names,
addresses, medical services provided and medical data about the recipient, such as
diagnoses and past history of disease and disability. Such information may be
released to a third party other than another treating provider only upon the consent
of the recipient or the Department, except as otherwise permitted by State or
federal law or regulation, or other legal process.

To provide services without regard to race. creed, color, age, sex, national origin,
marital status, or physical or mental handicap.

To not knowingly employ, or contract with a person, partnership, or corporation
which has been disqualified from the Program to provide or supply services to
Medical Assistance recipients unless prior written approval has been received from
the Department.

To accept as payment in full the amount paid by the Program for the service
rendered and not seek additional payment from the recipient. If the Program
denies payment or requests repayment on the basis that an otherwise covered
service was not medically necessary or was not preauthorized if required by
regulation, the provider agrees not to seek payment for that service from the
recipient.

That if the recipient has insurance or other coverage or if any other person is
obligated, either legally or contractually, to pay for, or to reimburse the recipient
for services covered by the Program, to seek payment from that source first. If
payment is made by both the Program and the insurance or other source, the
provider shall refund to the Department, within 60 days of receipt, the amount paid
by the Program or the insurance or other source, whichever is less.

To accept responsibility for the accuracy of all claims submitted to the Program or
which have been submitted to the Program on his behalf using the provider number
issued in his name.

To autest that all claims submitted under his provider number shall be for medically
necessary services, actually provided as described in the claim. The provider
acknowledges that the submission of false or fraudulent claims could result in
criminal prosecution and civil and administrative sanctions, including expuision
from the Program, under relevant law or regulation.

That if the provider is a physician, he will, upon request, submit to the Program
the name and applicable licensure for each physician extender in his employ and
for whom the provider will submit claims or has submitted claims for services
rendered to recipients. The physician is responsible for knowing and complying
with the applicable regulations of tt~ Program defining who is eligible to act as a
physician extender under the Program, and to provide supervision as required by



the Program.
That in the case of a group provider. the individual provider rendering the service

shall include on the claim his own provider number as well as the group provider
number.

To furnish the Department, within 35 days of the Department's request, full and
complete information about:

1 The ownership of any subcontractor with whom the provider has had
business transactions totaling more than $25,000 during the 12-month
peniod ending on the date of the request: and

2. Any significant business transaction between the providcr and any wholly-
owned supplier, or between the provider and any subcoriractor, during the
5 year period ending on the date of the request.

3. Any ownership interest exceeding 5% held by the provider in any other
Medical Assistance provider.

That, upon request, and before the Department enters into or renews a provider
agreement, the provider agrees to disclose the identity of any person who:

1 Has an ownership or control interest in the provider, or is an agent or
managing employee of the provider; and

2. Has been convicted of a criminal offense related to that pcrson 'S
involvement in the Medicaid or Medicare programs.

I THE DEPARTMENT AGREES

A.

To pay the provider for medically necessary services provided to recipients and
covered by the Maryland Medical Assistance Program in accordance with all
Program regulations and fee schedules as incorporated by reference in the Code of
Maryland Regulations.

To provide notice of changes in Program regulations through publication in the
Maryland Register in accordance with its publication schedule.



[II. THE DEPARTMENT AND PROVIDER MUTUALLY AGREE. 7
y
A That except as specifically provided otherwise in applicable law and regulations. ’
either party may terminate this agreement by giving thirty (30) days notice in
writing to the other party. The Provider shall notify recipients, before rendering
additional services, that he no longer honors Medical Assistance cards.

B. That the effective date of this agreement shall be .
DHMH will determine the effective date based on verification of the information
contained in the provider application. This agreement shall remain in effect until
such time as it is terminated by either party pursuant to the terms of this
agreement. Termination of this agreement shall not discharge the obligations of
the Provider with respect to services or items furnished prior to termination,
including retention of records and restitution of overpayments.

C. That no employee of the State of Maryland or any department, commission, agency
or branch thereof, whose duties as such employee include matters relating to or
affecting the subject maner of this contract shall, while such employee, become or
be an employee of the party or parties hereby contracting with said State of
Maryland or any department, commission, agency or branch thereof without the
written permission of the Department; and

D. That this agreement shall not be transferrable or assignable. ..
N} . ¢-
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Provider ¢ pafiment Authorization  Date

_(24‘17 — 3/31/97_

Provider Name (Typed or Printed) Asfistant Atorney General Date

Provider Address (Typed or Printed)

Provider Number



STATE OF MARYLAND
DEPARTMENT OF HEALTH AND MENTAL HYGIENE
MEDICAL CARE PROGRAM
PROVIDER APPLICATION FORM

GROUP ADDENDUM

If your group is affiliated with a Health Care Institution, please enter the name and full address of the institution
and a brief explanation of the group’s duties:

NAME OF INSTITUTION:
ADDRESS:

DUTIES:

Is your group salanied by the above institution? Yes __ No __

Please indicate the terms of your contractual agreement with the above mstitution. For which services is your
group salaried? (Please Circle the appropriate response)

PATIENT CARE = TEACHING (FACULTY) ADMINISTRATION RESEARCH

CONSULTATIONS NOT APPLICABLE

If your group is affiliated with a medical school, please enter the name and full address of the institution and a
brief description of the group's duties:

NAME OF INSTITUTION:
ADDRESS:

DUTIES:

If you are an M.D. of D.O.. will you be dispensing pharmaceuticals other than samples (as a pharmacy)?
Yes No____

If you are an O.D.. are vou practicing optometry exclusively? Yes ___ No __or optometry as well as preparing
and dispensing eveglasses (as an optician)? Yes___ No ___

LABORATORY INFORMATION - Completion of this section 1s required to be eligible for reimbursement of
laboratory services provided. Failure to properly complete this section will result in the mnability to be rexmbursed
for laboratory services.

Does vour group provide medical laboratory services for other than the patients of the group?
Yes___ No___ If ves. then the group MUST enroll as a medical laboratory provider.




STATE OF MARYLAND
DEPARTMENT OF HEALTH AND MENTAL HYGIENE
MEDICAL CARE PROGRAM
PROVIDER APPLICATION FORM

PRACTITIONER ADDENDUM

If you are participating in a group practice, do you also provide care to Maryland recipients in your pnivate
practice and wish to be reimbursed directly by the State (your personal tax identification number must appear on
this application)? Yes___ No _

If you are salaried as a staff M.D.. D.O.. D.D.S. or D.M.D.. please enter the name and full address of the
facility, your title and a brief explanation of your dutes:
NAME OF FACILITY:

ADDRESS:

TITLE: _DUTIES:

If you are salaried as a staff M.D.. D.O.. D.D.S.. or D.M.D.. sre you salaned for patient care? Yes _No ___

If you are salaried as an instructor in a medical school, give the name and address of the school. your title, and a
brief descniption of your duties:

NAME OF SCHOOL.:
ADDRESS:

TITLE: DUTIES:

If you are an M.D. of D.O.. will you be dispensing pharmaceuticals other than samples (as a pharmacy)?
Yes_ No___

If you are an O.D., are you practicing optometry exclusively? Yes _ No __or optometry as well as preparing
and dispensing eveglasses (as an optician)? Yes __ No ___

LABORATORY INFORMATION - Completion of this section is required to be eligible for reimbursement of
laboratory services provided. Failure to properly complete thus section will result i the mability to be reumbursed
for laboratory services.

Do you provide medical laboratory services for other than your own patients?
Yes__ No___If ves. you MUST enroll as a medical laboratory provider.




STATE OF MARYLAND
DEPARTMENT OF HEALTH AND MENTAL HYGIENE
MEDICAL CARE PROGRAM
PROVIDER APPLICATION FORM

INSTITUTION ADDENDUM

DIALYSIS FACILITIES

Medicare Provider Number __(attach a copy of letter with assigned number)

Attach a copy of the letter(s) from your intermediary showing all current coroposite rates.

NOTE: You will be paid ONLY for the rate(s) appearing n this/these letter(s) in addition to those services
provided. but not included in the composite rate.

Portable X-Ray and other Diagnostic Services MUST supply the following:

Maryland Medical Test Unit Permit No. __{attach copy)

Do you intend to bill for porability? Yes __ No ___

NOTE: All portable x-ray and other diagnostic services providers located within Maryland or serving patients
located within Maryland MUST have & Maryland Test Unit Permit. The only out-of-state portable x-ray and other
disgnostic services providers that do not have to have a Maryland Medical Test Unit Permit are those that serve
Maryland Medicaid recipients in the State in which the provider 1s located and they must provide a Medicare

Provider pumber.

PLEASE COMPLETE FORM DHMH 4126-G PROVIDER OWNERSHIP AND
DISCLOSURE FORM AND SUBMIT WITH PROVIDER APPLICATION.




Sute of Maryland ¢ Department of Health and Mental Hygiene
Medical Assistance Program

PROVIDER OWNERSHIP AND CONTROL DISCLOSURE FORM

Nsme of your Medical Scrvice or Supply Provider Ownership 1as conauned on your spplicauon)
(Applicable to all Provider of ifems or services ' except for individual prachuioners or groups of practiioners °;

Pursuant to 42 CFR §455.100 et. seq.. the disclosure of the followmg is & required portion of the Maryland Medical
Assstance Provider Applicabon. Therefore, please answer the following quesuons and sign thus document affirming that
this information is true and complete, and return with your apphcation.

A. Name any person who, with respect to the Title XIX Provider ’:
1. s an officer or director

2. 15 & parmer

3. has a direct or indirect ownerstup mterest* of 5% or more

bas a combmation of direct and wndirect ownerstup interests equal 10 5% or more 1n the Provider

3. 15 an owner (i whole or mn part) of an interest of 5% or more m any mortgage. deed of trust. note, or otber
obligation secured (in whole or m part) by the Provider or its property or assets if that interest equals at least
5% of the value of the property or assets of the Provider

B.  With respect to any subcontractor in whuch the Title XIX Provider has. directly or indirectly, an ownershup or
control interest of 5% or more. name agy person who falls withun A. 1-5 above. as applied to the subcontractor and
specify which of the above categonies be falls within

Cc 1f any person oamed n response to Part A. 1-S, above, has any of the relatonshups described in that Part with
amy Tule XIX Provider of sems or services other than the applicant, or with any entsty that does oot parucipate
m Medicad but ts required to disclose certain ownership and control information because of participation 10 any
of the programs estabhished under Title V. XVII. or XX of the Social Secunty Act. state the name of the
person. the name of the other Provider. and the nature of the relationshup.

"~

If the answer to Part C. 1. above. contaws the names of more than two persons. state whether any of those so
reported are related to each other as spouse. parent. child or siblng.




D. Name any person who has been convicted * of a crimmal offense reiated 10 lus volvement with any program
operaiad under Tatie XVII. XIX. or XX of the Social Secunty Act. and who, with regard to the Title XIX Provider.
falls withun the provisions of A.1-5. above, or is an agent or s managing employee {an indivadual. wncluding &
geveral manager. admunistrator and director. who exercises operationai or managenual control or who durectly or

mdirectly conducts the day-to-dsy operations]

I bereby affirm that dus nformauon is true and complete 1o the best of my knowiedge and belief. and that the
roquested informabon will be updated as changes occur. | further cerufy that upon specific request by the Secretary
of the Depurtment of Health . Education and Welfare, or the Maryland Department of Health and Meatal Hygieoe.
full and complete information will be suppiied within 35 days of the date of the request. concernung:

A. the ownerslup of any subcontractor with which the Title XIX Provider has had. dunng the previous |2 moaths
business transactions u: an aggregate amount 1o excess of $25.000.00 and

B. any simnificant business transactons®. occurnng dunng the 5-year period ending on the date of such request.
between the Provider and any wholly-own.d supplier’ or any subcontractor.

DATE AUTHORIZED SIGNATURE

POSITION

“Provder” or “provader” of services memms ¢ hospual. ¢ skilied sursmg fecility, en scrmedmse cere (acilsry. o clan, s prychminc fecilnty. o coemas!
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